Founded in 1970 to train physicians to practice in community health centers and underserved areas, the Residency Program in Social Medicine (RPSM) of Montefiore Medical Center, Bronx, New York, has graduated 562 board-eligible family physicians, general internists, and pediatricians whose careers fulfill this mission. The RPSM was a model for federal funding for primary care residency programs and has received Title VII grants during most of its history. The RPSM has tailored its mission and structured its curriculum to promote a community and population orientation and to provide the requisite knowledge and skills for integrating social medicine into clinical practice. Six unique hallmarks of RPSM training are (1) mission-oriented resident recruitment/selection and self-management, (2) interdisciplinary collaborative training among primary care professionals, (3) community-healthcenter-based and community-oriented primary care education, (4) biopsychosocial and ecological family systems curriculum, (5) the social medicine core curriculum and projects, and (6) grant support through Title VII. These hallmark curricular, training, and funding elements, in which population health is deeply embedded, have been carefully evaluated, regularly revised, and empirically validated since the program's inception. Practice outcomes for RPSM graduates as leaders in and advocates for population health and the care of underserved communities are described and discussed in this case study.
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Beginningin1988withTheFutureof
Public Health 1 and in subsequent publications, the Institute of Medicine (IOM) has explored the challenges facing the American health system: a strained safety net, 2 widespread health disparities, 3 a workforce that lacks diversity, 4 and a chasm-like divide between clinical medicine's focus on individual health and public health's focus on population health. 5 The IOM defined public health broadly as "what we as a society do collectively to assure the conditions in which people can be healthy," 1 which clearly includes both individualoriented clinical care and populationoriented public health. The IOM has also twice examined the public health workforce. 6 -7 In its 1996 report, Primary Care: America's Health in a New Era, the IOM argued that primary care is the "logical foundation for the U.S. health care system of the future." 8 A theme common to all of these reports is that physician education can bridge this historical divide and promote an integrated continuum from primary care to public health.
At a 1998 conference entitled "Education for More Synergistic Practice of Medicine and Public Health," Harvard historian Allan Brandt described social medicine as "situated on the San Andreas fault between medicine and public health" and described the relationship between these two as "characterized by critical tensions, covert hostilities, and at times, open warfare." 9 For some, social medicine is not a clinical but a critical and theoretical discipline responsible for prescribing a more ideal health system rather than practicing within the current one. In contrast, the Residency Program in Social Medicine (RPSM) of the Montefiore Medical Center (MMC) and Albert Einstein College of Medicine (AECOM) has been successfully training primary care physicians collaboratively in family medicine, internal medicine, and pediatrics for underserved communities within a population health and social medicine framework since 1970. For 37 years its mission, vision, and hallmarks have remained focused on improving the health of medically underserved communities even as its curriculum, organizational structure, and clinical settings have changed and evolved. In this article, we describe the RPSM as a case study of graduate medical education (GME) that has successfully integrated individual patient care and population health.
Historical Background and Context

Foundation
The Bronx is the nation's poorest urban county and New York City's poorest borough, 10 now with 1.4 million residents, more than half (51%) of whom are Latino and one third (33%) of whom are African American. 11 To serve residents of the South Bronx, the Dr. Martin Luther King, Jr., Health Center (MLKHC) was established in 1967, and its founders sought primary care physicians who could work in interdisciplinary teams with nurses, social workers, and family health workers, and who could provide comprehensive, culturally sensitive, and community-oriented care (Figure 1 ). MLKHC was then the flagship of the neighborhood health center movement, the forerunner of today's federally qualified community health centers (FQHCs). MLKHC was sponsored by the leading federal agency in President Johnson's War on Poverty, the Office of Economic Opportunity. Health centers then provided not only comprehensive health and social services, but often housing, job training, and legal services, too. 12 MLKHC's founders, unable to recruit such physicians, decided to train them on-site in collaboration with MMC. Together, the leaders of MLKHC and MMC recruited the RPSM's first residents in internal medicine and pediatrics in 1970 and then added family medicine in 1973. When Title VII of the Health Professionals Educational Assistance Act of 1976 first created federal grants to support primary care residency programs focused on underserved populations, the RPSM served as one of its models.
In 1978, MMC's Department of Family Medicine (DFSM) was founded with the RPSM as its core, and MLKHC became organizationally independent of MMC, with its own board of directors. RPSM's family medicine track outgrew MLKHC's satellite clinic, and in 1980 it moved to its current home, the Montefiore Family Health Center (FHC). In 1992, the DFSM secured its own geographic inpatient service facility and became a full academic department at AECOM. 13 MLKHC's finances deteriorated after the severe federal budget cuts of the Reagan administration in the 1980s, so the social internal medicine and pediatrics tracks had to move, eventually consolidating at the Comprehensive Health Care Center (CHCC) in 1997. Both CHCC and FHC are FQHCs, funded through Section 330 of the U.S. Public Health Service Act, under the aegis of the Bronx Community Health Network. The social internal medicine and pediatrics tracks are an integral part of the DFSM, as well as of their parent departments of medicine and pediatrics, which provide oversight and accreditation, organize inpatient rotations, and coordinate the National Residency Matching Program numbers.
Mission and vision
Since its founding, the RPSM has repeatedly returned to reassess its commitment to its original mission to meet the health care needs of the medically underserved. Our founding credo was (and still remains) Make a Difference, and our current vision statement reads, "Promoting health and social justice in the Bronx and beyond. . . . " Each of these serves as a call and challenge to end health care disparities and social inequities before such terms were mainstreamed by Healthy People 2010. 14 The current RPSM mission statement reads, In order to improve the health of underserved communities, our mission is to (1) train excellent primary care physicians grounded in the biopsychosocial model who are effective advocates for social change, (2) deliver quality, communityoriented primary care, (3) generate new knowledge and innovations in health care and medical education, and (4) maintain and enrich the physical, spiritual, intellectual, emotional, and material resources necessary for these tasks.
Although population and public health are not explicit terms in the mission and vision statements, they are clearly implied in the phrases health of underserved communities, community-oriented primary care, and promoting health . . . in the Bronx and beyond, as well as in how the RPSM has emphasized the social in the biopsychosocial model. The vision statement's call for social justice and the mission statement's call for advocacy for social change also encompass the IOM definition of public health as collective action.
Hallmarks of Innovation
In reviewing "innovative generalist programs," Urbina et al 15 identified the RPSM as the leading example of the strategy in GME, both to "develop separate tracks for primary care" and to "offer residents a common generalist curriculum." The RPSM also employs the other two innovations they describe: establishing community-based, continuity practice sites and training physicians in managed care systems. These strategies, rooted in the social innovations of the late 1960s, are embedded in the hallmarks that distinguish the RPSM: (1) mission-oriented resident recruitment and selection and self-management, (2) interdisciplinary, collaborative training among primary care professionals, (3) community-healthcenter-based and community-oriented primary care (COPC) education, (4) a biopsychosocial and ecological family systems curriculum, and (5) the social medicine core curriculum and projects. 16 The sixth hallmark, federal funding through Title VII grants, came in the late 1970s. These innovations are each described briefly below.
Mission-oriented resident recruitment and selection and self-management
Recruitment and selection. A shared commitment to the underserved is an essential criterion for recruitment and selection of residents and faculty and accounts for much of the success that the RPSM has had in recruiting, training, and graduating physicians of color; 17, 18 in creating a diverse faculty and staff; and in graduating physicians who make careers of practicing in underserved communities. Consistent with the evidence that minority physicians are more likely to practice in underserved communities, 19 RPSM recruitment includes explicit commitments to diversity. In addition, both the RPSM curriculum and faculty development overtly include topics about race, racism, and culture. 20 Special recruitment efforts include sending residents and faculty to staff booths and make presentations at the annual meetings of the American Medical Student Association, Boricua Latino Health Organization, and Student National Medical Association, seeking to recruit applicants who share our mission. Fourth-year student electives, such as our course, Research-Based Health Activism, offer potential residency candidates an opportunity to learn our approach to advocacy and population health.
Self-management. RPSM residents actively participate in the management and design of their educational program. Residents assume significant recruitment, administrative, and problem-solving responsibilities, including selecting, interviewing, and ranking applicants within and across disciplines. This participation grew both from resident activism in shaping the early training experience in collaboration with a small, then-embryonic faculty and from a common belief in self-management. Active resident participation continues as a "flattened hierarchy" that promotes the learning of community-participatory planning. Self-management and resident participation conform to the principles of adult education 21 and help residents develop effective management, leadership, advocacy, and team skills. 22 
Interdisciplinary collaborative training among primary care professionals
Although many have called for closer collaboration among family medicine, internal medicine, and pediatrics, the RPSM remains the only integrated GME program for all three primary care specialties in the United States. Our three residencies share the following: mission, faculty, curricula (in systems-based practice and interpersonal and communication skills), community orientation, offices, support and administrative staff, and budget.
As described in the past, The common training experience teaches the differences between disciplines and promotes mutual respect, cooperation, and support for primary care within each discipline. Each discipline brings special strengths to conjoint learning experiences. The developmental perspective of pediatrics emphasizes health promotion, anticipatory guidance, and disease prevention; the scientific, problem-focused approach of internal medicine emphasizes differential diagnosis and proven interventions; and the contextual perspective of family medicine emphasizes relationships and interactions between doctor, patient, and family. 23 Interdisciplinary teams. The interdisciplinary teams developed at MLKHC included not just the primary care disciplines but also nursing, health education, dentistry, obstetrics-gynecology, pharmacy, and family health workers. Recently emphasized in the Accreditation Council for Graduate Medical Education (ACGME) core competencies 24 and Chronic Care Model, 25 teamwork grew from necessity in serving the diverse and impoverished South Bronx, and interdisciplinary teams remain central to accomplishing the RPSM mission. MLKHC's legacy of a diverse and interdisciplinary staff is now incorporated into the RPSM faculty, which has included physicians, psychologists, social workers, health educators, pharmacists, family therapists, nutritionists, family health workers, and public health professionals. Follow-up studies found that RPSM graduates who worked in teams such as these had twice the percentage of poor patients and three times the percentage of working class patients in their practices as those who did not. 23 Clinical partnerships. A major training innovation, which RPSM graduates report as a most valuable learning experience, is the clinical partnership whereby two residents share their hospital and health center practices. 23 This allows both to go on rounds in the hospital in the morning and one to care for their hospitalized patients during the rest of the day while his or her partner sees their shared continuity patients at the community-based FQHC. The partnership system reduces the conflicts between the demands of in-and outpatient care, facilitates compliance with resident work rules, and provides time for the social medicine projects (described below) and social medicine and psychosocial curricula (described below). Residents learn communication and negotiation skills and how to develop long-term, professional relationships. What was created initially to solve logistical and scheduling problems and to promote ambulatory continuity has proven to be a powerful pedagogical tool.
Community-health-center-based and COPC education
Recent initiatives to promote teaching in community health centers recognize that students and physicians trained in such settings are more likely to practice in health centers and in low-income communities. 26 The RPSM has dealt with the logistical and financial challenges of community-based continuity practice and education over its entire history. Currently, residency positions at our two FQHCs are supplemented by a third community-based clinic, the Williamsbridge Family Practice. Because of the seminal link between residency training and the community health center movement, COPC has been taught and practiced in the RPSM since its beginning, 27 and the IOM cited the Montefiore Family Health Center as one of seven models chosen as case studies for its 1984 report on COPC. 28 
Biopsychosocial and ecological family systems curriculum
The RPSM's behavioral science curriculum includes explicit training in the social and population components of race, ethnicity, gender, socioeconomic class, and the urban environment. Four principles are emphasized: the concept of process as reflected in human development and individual and family life cycles; the doctor-patient relationship; the person-in-situation or biopsychosocial, ecological systems model; and the context of practice. 29 The behavioral science curriculum is progressive, focused on interviewing skills and the doctor-patient relationship during the first year; health and mental health assessments at the individual, family, and community levels during the second year; and intervention skills during the third year (Chart 1). Most resident continuity sessions, home visits, and videotape reviews are supervised by both physician and behavioral science faculty, who teach collaboratively, thus modeling the interdisciplinary approach to patient care and clinical supervision. Attention is focused on clinical reasoning, learning how to listen, critical pedagogy, advocacy, and reflection-in-action. 30 The diversity of the Bronx has demanded continuous efforts to develop genuine respect and support for all types of diversity and appropriate educational experiences to enrich cultural sensitivity and promote multiculturalism. The continuity practices, home visits, and social medicine and orientation projects have led many trainees into the community, and the biopsychosocial and social medicine curricula have brought the community inside the training program.
Social medicine core curriculum and projects
The social medicine core curriculum has evolved over time and incorporates formal courses in medical Spanish, evidence-based medicine (EBM), and health systems, as well as a monthlong orientation and ongoing seminars on the broader health system and determinants of health 31 (Chart 1). Social medicine projects have also evolved from laissez faire explorations to more structured and rigorous research, education, outreach, and quality-improvement initiatives. Both the EBM and health systems courses have been evaluated by pre-and posttest examinations of content knowledge and skills self-assessment. Among the 80 residents from the family practice and pediatric specialties who completed the EBM course from 1998 to 2005, mean examination scores increased 54% (P Ͻ .000); there were no differences by gender, track, or year of residency. Nine measures of self-confidence in EBM skills increased significantly (P Ͻ .05) for all residents, but the use of literature reviews increased significantly only for residents who applied them to their own practices. From 1996 to 2005, among 110 residents from all three specialties in the health systems course, posttest knowledge improved over pretest scores by 38% (P Ͻ .000), without differences by gender, track, or year of residency. There were broad, statistically significant attitudinal changes following the course as well, reflecting residents' growing appreciation of the complexity of the health system. Residents reported statistically significant (P Ͻ .001) more confidence in their abilities to do work in underserved communities, health policy, and COPC. ( First-year resident community orientation. Our monthlong orientation for first-year residents is designed according to the principles of adult learning theory. 21 Framed by Engel's 33 biopsychosocial model, the orientation's overall goal is to introduce residents to the philosophy, theoretical framework, and practice of social medicine in the Bronx. Its activities are structured around three themes: community, patient care, and the physician-as-person (Figure 2) . In recent years, faculty have identified a specific clinical focus (e.g., diabetes, obesity, violence) as a unifying theme. First-year residents from all three tracks are freed from their inpatient duties and spend an average of just two clinical sessions per week at their FQHC to attend the orientation, which includes a daylong tour of the Bronx; meetings with community-based organizations and leaders; supervised home visits; experiential small-group exercises on health beliefs and behaviors; and seminars on the history of Bronx health institutions, continuous quality improvement, narrative medicine, and COPC. A community-mapping exercise gives residents a close-up view of where their patients live, shop, socialize, and worship. A collaborative community project, based on the month's theme, serves as the orientation's main conjoint learning vehicle. Together, the residents conceive, plan, implement, and evaluate this project, which culminates in a collective social medicine rounds presentation to the RPSM community as a whole. The orientation takes place several months into postgraduate year one, so residents might reflect on their development as physicians and the effect of training on their personal lives. Stressmanagement sessions are designed to help residents become more self-aware as clinicians and to help them develop professional resilience to sustain practice in underresourced settings. Weekly Likert-style quantitative evaluations with room for comments are conducted during the orientation. At its conclusion, qualitative data are collected using a nominal group technique (a more ordered approach to brainstorming that encourages all members to contribute ideas). These two data sources reflect resident satisfaction with the orientation. 21 Resident learning is assessed through an individual selfreflective narrative exercise and the residents' conjoint project presentation.
Residents are not individually evaluated, and the rotation is considered pass/fail.
The RPSM is not the only GME program to employ block rotations for orienting residents to the community 34 ; to teach EBM, 35 population health, 36 or advocacy 37 ; to base continuity practices in FQHCs 38 or in underserved communities 39 ; to organize resident partnerships to facilitate ambulatory training 40 ; or to commit itself to public service. 41 The RPSM is relatively unique, however, in combining all of these elements.
Complementary medicines, alternative therapies, and palliative care. Education in complementary medicine and alternative therapies began in 1976 and continues today with dedicated faculty and structured electives for residents to observe acupuncture, biofeedback training, guided imagery, herbal therapies, homeopathy, hypnosis, shiatzu massage, and spinal manipulation.
Self-care and patient education are emphasized, preparing RPSM graduates for the widespread use of alternative therapies by patients, especially in HIV care. We have published a book 42 and several manuals for primary care clinicians on general 43 and HIV 44 complementary care (the latter a social medicine project). Palliative care has recently been added to our curriculum, as well as to our own and hospital-wide inpatient services, so low-income, minority populations may now access them, too.
Grant support through Title VII
Because our mission is consistent with that of the primary care cluster of grant programs administered by the Bureau of Health Professions of the Health Resources and Services Administration (HRSA), the RPSM has received federal grants almost continuously for 30 years. These Title VII grants have supported curricular innovations and the tracking of our graduates' careers. They have provided resources and personnel to coordinate the social medicine curriculum, the community orientation, and residents' social medicine projects; to develop innovative clinical and qualityimprovement initiatives at our health centers; and to conduct rigorous clinical evaluations using standardized patients from the community who have been trained to give feedback on resident performance in their continuity practices.
General competencies
The RPSM has aligned its principles with the six competency areas outlined by the ACGME: patient care, medical knowledge, practice-based learning and improvement, interpersonal and communication skills, professionalism, and systems-based practice. 45 They are integrated into curriculum development, resident assessment tools, and, most importantly, faculty development. This ensures that our faculty integrate the ACGME competency areas into our mission and intertwine them in teaching, clinical supervision, and experiential learning in the residents' continuity practices, the hospital, and their communities.
Outcomes
RPSM practice outcomes
How does a residency program measure its impact on the careers of its graduates?
The RPSM maintains an alumni database 46 to track graduates' careers, subsequent practice sites, and academic degrees because HRSA awards Title VII grants partially on the rates at which graduates enter practice in underserved communities. In addition, a formal alumni association was organized in 2005 which also facilitates tracking the careers of RPSM graduates. Our database includes current workplace, title, advanced degrees, and contact information. RPSM files an annual report with HRSA and has published our outcome data as a whole 16, 23 and specifically for graduates of social pediatrics. 47 Tables 1 and 2 present descriptive demographic data (gender and race/ethnicity) for all 562 RPSM graduates by specialty discipline from 1970 to 2006. All three disciplines graduate a majority of female residents (53%-63%) and percentages (36%-44%) well above the national average of underrepresented minorities (i.e., African American, Hispanic, American Indian, and Native Hawaiian/ Pacific Islander). Half of RPSM graduates practice in New York, 20% in New England and Mid-Atlantic states, 6% in California, and 3% each in Texas and Florida (Table 3) . 28% self-pay and privately insured. 48 Although recent comparable surveys of family and internal medicine alumni are not available, past RPSM graduate questionnaires have found no significant differences among any of the three disciplines.
To evaluate the effect of residency training over and above the self-selection process of medical graduates who are already predisposed to our goals, the RPSM employed a quasi-experimental design to compare 27 social intern medicine graduates from a five-year cohort (1978 -1982 ) who responded to a follow-up, mail, postresidency survey versus those who applied to the RPSM during the same period but trained elsewhere (N ϭ 80). 49 The HRSAsponsored study demonstrated dramatically different residency training experiences between RPSM graduates and their "applicant controls" (P Ͻ .001).
Residency curriculum elements statistically associated with primary care practice in underserved communities were many of the RPSM hallmarks-that is, continuity practice in an inner city (P ϭ .02), social medicine project (P ϭ .005), learning about the community of their continuity practice site (P Ͻ .001), epidemiology and biostatistics (P ϭ .07), and Medical Spanish (P ϭ .01). The study also found RPSM graduates practicing primary care with the underserved at a significantly higher rate than controls (P ϭ .03). Multivariate analysis showed that both subspecialty training (P ϭ .001) and higher percentages of middle class patients in residency patient panels (P ϭ .002) were significantly associated with reduced rates of primary care practice in underserved communities, whereas minority physicians with higher percentages of minority residency colleagues were significantly more likely to practice in underserved communities (P ϭ .04).
Empirical evidence generated through these follow-up surveys and comparisons of RPSM graduates to applicant controls lend only inferential support to the notion that the RPSM curriculum and training hallmarks contribute causally to the career and practice choices that our graduates have made. Because randomized study designs are not feasible, finding fair comparison groups for more rigorous studies will require creative and adequately powered designs.
Leadership and excellence
To fulfill the RPSM mission to "advocate for social change" and "generate new knowledge and innovation," our (41) 181 (32) 152 (27) 562 (100) * Source: RPSM graduate database. Table 3 Residency graduates have become leaders at many levels. In the 2002 survey of social pediatrics graduates, 59 (41%) reported serving as leaders in regional and national professional organizations, 49 (33%) in their community health centers, 38 (26%) in their hospitals, and 38 (26%) in their medical schools, so that 85 (58%) reported serving in one or more leadership positions. 48 Current leadership positions held by RPSM alumni indicate a broad range of settings for their efforts, led by academic division and center directors and community health center medical directors (Table 5) . 
Serving special populations
Because of its mission, RPSM graduates have not limited their efforts just to poor neighborhoods, but they have also pursued clinical care, leadership, education, and research in serving other underserved populations, including those with HIV, people with addiction disorders, adults with developmental disabilities, prisoners, refugees, and those who are homeless. 34, 50 RPSM graduates have also pursued population-oriented disciplines, including school health and adolescent, geriatric, and occupational medicine (Table 6 ). When the AIDS epidemic began, RPSM graduates not only cared for these patients who were often stigmatized by others, but also led the federally funded New York AIDS Education and Training Center, 51 the New York State AIDS Institute's HIV Scholars program, and seminal programs for injection drug users, 52 adolescents, and "street" youth. 53 
RPSM and Its Institutional Relationships
The RPSM was conceived, grew, and continues to evolve in a relatively supportive institutional context, an example of MMC's community service mission and long social tradition that includes founding our community health centers 63 and establishing the first hospital-based departments of social services and of social medicine. 64 To assure Medicare indirect GME reimbursements for resident time spent seeing their continuity patients, our FQHCs are licensed under MMC's operating certificate, which has centralized the formers' administration, oriented their priorities toward productivity and quality improvement in an integrated health system rather than community health, and constrained their innovation and finances (i.e., as hospital outpatient clinics rather than freestanding centers, so that their Medicaid reimbursements are capped in New York State).
In contrast to our long-standing, reciprocal relationship and shared mission with MMC, our short-lived collaboration with a community hospital that provided both a family medicine inpatient service and ambulatory, continuity practices for internal medicine and pediatrics proved to be far less beneficial. When this hospital realigned its teaching affiliation, we learned that our missions diverged and that we had to relocate precipitously. MMC's and DFSM's affiliated FQHCs provided our safety net.
Lessons Learned
Multiple demands of multiple departments
Other challenges to implementing the RPSM mission through its hallmarks have come from many quarters and have been addressed programmatically. The centrifugal disciplinary demands of the departments of medicine and pediatrics often erode residents' participation in and faculty members' commitment to RPSM's interdisciplinary education and administration, which we try to overcome with our conjoint social medicine administrative structure and activities. In addition, each specialty has adapted its own unique partnership model. Supervising faculty, fellows, and residents in other departments often do not understand resident partnerships or why RPSM residents need to leave the hospital bedside for their health centers or social medicine rounds; mitigating these misunderstandings requires continuous communication to other departments about RPSM resident responsibilities.
National standards applied uniformly to the unique RPSM
The Family Medicine Residency Review Committee (RRC) applies national norms for clinical exposure and resident productivity that do not distinguish between preparing rural and urban family physicians or between preparing physicians to care for primarily Englishspeaking or Spanish-speaking patients. In addition, the Internal Medicine RRC does not permit family physicians to crosscover and supervise internal medicine residents. To meet its RRC clinical exposure and productivity requirements, family medicine has forged special arrangements for residents' obstetrical deliveries and has divided its continuity practice between two centers (i.e., FHC and Williamsbridge). Social internal medicine has joined forces with a primary care track and no longer needs family physicians to cross-cover.
Differences among disciplines
Differences in cultural values and leadership, teaching, and learning styles also contribute to tensions within and among the three disciplines, sometimes promoting and sometimes challenging our collaborative model along that "San Andreas fault line" between learning the specialized knowledge and skills of each specialty and the common interdisciplinary content of social medicine and population health. Organizational structure (e.g., a division of GME) and clear leadership (e.g., a director of RPSM) have supported and sustained the integrated model.
Meeting many recommendations
The 2003 IOM report, Who Will Keep the Public Healthy? recommended that all physicians learn both the ecological model of the determinants of health and 13 population-health content areas (i.e., epidemiology, biostatistics, environmental health, health services administration, social and behavioral sciences, informatics, genomics, communication, cultural competence, community-based participatory research, global health, policy and law, and public health ethics). 6 In its 2007 report, Training Physicians for Public Health Careers, the IOM recommended that "each graduate medical education program identify and include the public health concepts and skills relevant to the practice of that specialty" and also move toward assessing competencies; the IOM also added leadership, clinical and community preventive services, and public health emergency preparedness to its recommended content areas. 7 With the exceptions of genomics and emergency preparedness, the RPSM's curriculum and training hallmarks meet the IOM's recommendations almost completely.
Looking Ahead
Despite a renewed recognition of a physician workforce shortage 66 and the explicit goal of eliminating health disparities in Healthy People 2010, federal funding through Title VII for primary care and diversity programs, such as those which have supported the RPSM, have been drastically reduced. With increased federal funding for community health centers, many of these FQHCs are now suffering staff vacancies and experiencing difficulties recruiting physicians, dentists, and other health professions to meet their patients' needs. 67, 68 Besides restoring federal funding for health workforce development, states, counties, and municipal governments as well as private foundations need to focus their resources on ensuring that the health workforce reflects our growing diversity and is equipped with the skills to reduce and eliminate health disparities.
Summing Up
The RPSM continues to pursue its "distinct and visionary" mission, 69 in which population health is deeply embedded, and the program remains committed to addressing the special challenges of poverty, the urban environment, and our changing health system. The RPSM nurtures and protects the idealism that brings people to medicine and gives them the knowledge, skills, and resilience to realize their ideals and leadership potential in serving stigmatized, oppressed, and impoverished individuals and populations. With creativity and innovation have also come unintended consequences and failed experiments, but never a doubt of our guiding goals.
The RPSM demonstrates a successful, mission-driven model for GME in family medicine, internal medicine, and pediatrics that seeks to integrate individual and population health. With Title VII funding, RPSM provides interdisciplinary and community-based primary care training enriched by mental health, nursing, public health, and social work faculty. Empirical evidence has begun to validate RPSM's training hallmarks that converge with the IOM's recommended content areas for public health. RPSM's graduates are fulfilling the mission as leaders and practitioners in underserved communities and with underserved populations across New York State and the nation. The RPSM makes a difference-in the lives of underserved people, in the careers of its graduates, and in the health system itself-and seeks to make health care an instrument of social justice.
